A qualitative study was done to explore attitudes and beliefs of African Americans regarding hypertension-preventive self-care behaviors. Five focus groups, with 34 participants, were held using interview questions loosely based on the Theory of Planned Behavior (TPB). Analysis revealed themes broadly consistent with the TPB and also identified an overarching theme labeled "circle of culture." The circle is a metaphor for ties that bind individuals within the larger African American community and provides boundaries for culturally acceptable behaviors. Three subthemes were identified: One describes how health behaviors are "passed from generation to generation," another reflects a sense of being "accountable" to others within the culture, and the third reflects negative views toward people who are "acting different," moving outside the circle of culture. Findings provide an expanded perspective of the TPB by demonstrating the influence of culture and collective identity on attitude formation and health-related behaviors among African Americans.
Theoretical Approaches to Understanding HTN Prevention Strategies
The Theory of Planned Behavior (TPB; see Figure 1 ; Ajzen, 1991 Ajzen, , 2001 ) has been used in numerous studies to explain and predict human behavior. The TPB hypothesizes that attitude, subjective norms, and perceived behavioral control predict intention; and intention, along with perceived behavioral control, predicts actual health behaviors. To explain and not just predict behavior, the TPB also examines important antecedent beliefs for each of these key concepts. Attitude toward a behavior is conceptualized as a multidimensional construct reflecting cognitive and affective beliefs regarding the behavior (Ajzen, 1988) . These antecedent behavioral beliefs and the values held toward the expected outcomes of a given behavior form the informational foundation of attitude (Ajzen, 1991) . Subjective norm is a person's perception of the social expectations to adopt a particular behavior. Antecedents to subjective norms include normative beliefs and motivation to comply. Normative beliefs are concerned with the likelihood that important others would approve or disapprove of a particular behavior, and motivation to comply is an assessment of how important it is for the person to have approval of important others (Ajzen, 1991) . Perceived behavioral control reflects a person's beliefs as to how easy/difficult it will be to perform the behavior. Antecedents to perceived behavioral control include control beliefs and perceived power. Control beliefs reflect a balance between the factors that facilitate and barriers that impede engaging in a particular behavior.
The TPB has been used extensively in health behavior research. A number of reviews have reported its efficiency in predicting behaviors relevant to BP control such as diet, physical activity, and smoking, but most of this research has been done with non-Hispanic Whites (Ajzen & Timko, 1986; Godin & Kok, 1996; Hagger, Chatzisarantis, & Biddle, 2002) . Studies specific to African Americans have found the theory to be effective in explaining and predicting cancer and sexual disease preventive behaviors (Bowie, Curbow, LaVeist, Fitzgerald, & Zabora, 2003; Bryan, Ruiz, & O'Neill, 2003; Jemmott, Jemmott, & Hacker, 1992; Jennings-Dozier, 1999 ) but with little research done regarding HTN-preventive behaviors. The TPB has been used to examine smoking and exercise in African American children and undergraduate college students (Blanchard et al., 2003; Hanson, 1999; Trost et al., 2002) , but not in adults. Regardless of the theoretical perspective used, no studies could be found that examined the totality of behaviors necessary to prevent HTN in African Americans. The TPB can assist in addressing this gap in knowledge by providing a framework to elicit attitudes and beliefs held by African Americans that influence their participation in HTN prevention behaviors.
Purpose
The purpose of the current study was to use the TPB as a guide to explore the behavioral, normative, and control beliefs of African Americans relative to initiating and maintaining self-care behaviors necessary to control blood pressure and prevent HTN. This is the first phase of a larger study designed to develop a clinical tool that may help health professionals design more effective interventions to reduce the disparity in HTN prevalence and sequelae. Instrument development based on the TPB requires that formative research be done to identify the salient, accessible beliefs commonly held by members of the population of interest (Ajzen, 1991;  
Figure 1 Theory of Planned Behavior
Source: Ajzen (1991) . Ajzen & Fishbein, 1980) . In addition, given the paucity of information specific to African Americans, use of a qualitative design allows an emic perspective to emerge. Such a perspective is important for developing a culturally relevant instrument (Tran & Aroian, 1999) .
Design
A qualitative study using focus group methodology was conducted to obtain information regarding African American attitudes and beliefs regarding HTN-preventive behavior. Human Investigation Committee approval was obtained prior to implementing the study.
Sample
Purposive sampling was used to recruit community-dwelling, healthy, African American adults between 25 and 60 years of age. Given noted differences in health promotion and health-seeking behaviors, purposive sampling was done to obtain participants with varied educational and economic backgrounds. A segmentation strategy also was used to divide the composition of the groups by gender. These strategies were used to ensure that potentially distinct perspectives were obtained (Morgan & Scannell, 1998) . A total of five focus groups were conducted. Three women's and two men's groups were held with a total of 34 participants ranging in age from 27 to 60 years. Participants represented a wide range of age, education, income, and levels of participation in preventive self-care behaviors (see Table 1 ).
Method Focus Group Format
Focus groups were used to obtain information regarding participants' experiences and beliefs related to HTN prevention and to capitalize on the interaction that occurs within the groups to elicit a rich, detailed perspective. Five groups were conducted using a semistructured interview format with three sets of questions loosely based on the TPB (see Figure 2) . The first set of questions addressed salient behavioral beliefs regarding HTN prevention behaviors. The second set of questions focused on normative beliefs and was designed to gain an understanding of the influence of family and friends on HTN-preventive self-care behaviors. The third set of questions addressed control beliefs, including perception of benefits and barriers to engaging in HTN prevention strategies.
Data Collection
The research team consisted of the primary investigator (PI), a group moderator, a data collector, and a doctorally prepared nurse who is an expert in qualitative methods. Six hours of training, including reviewing the interview guide, practicing interview techniques, and piloting the interview questions with representative participants, was done prior to data collection.
A moderator and a data collector were involved in each focus group session. The moderator led the group discussion and kept participants focused on the research questions while the data collector acted as an observer and took field notes of each session. Initially, both the moderator and data collector were African American, which was done to increase the participants' level of comfort to self-disclose (Krueger, 1998) . After each of the first two sessions, participants were asked if they would have disclosed the same information if a White researcher had been present, and the answer was a strong affirmative. This became important when the original moderator became ill and the PI, who was White, had to moderate the remaining three focus groups. After moderating each of those sessions, the PI would leave the room and the African American data collector would ask participants if they had any additional information they wanted to share among themselves. No other information was expressed.
The focus groups were held in locally convenient public places with private meeting facilities, such as churches and schools. Coffee and healthy snacks were offered prior to the start of the focus groups. This short time period was used to "break the ice" and to allow all members to arrive and get settled. The actual group sessions lasted about 90 minutes. This included time to obtain informed consent at the beginning of the session, to collect demographic data, and to distribute gift certificates as a thank-you to participants at the end of the session; it also allowed sufficient opportunity for all participants to respond to the questions. All focus group sessions were audiotaped to ensure data accuracy.
Data Analysis
Qualitative data collection and analysis are inseparable processes, with the first step of analysis beginning during each group session. At the end of each focus group, the moderator provided a brief summary of key points that emerged from the discussions and asked participants if this summary reflected their perception of what occurred. Field notes, recorded during each session, were used to record the context and impressions at the time. All group sessions were audiotaped and professionally transcribed. To ensure data accuracy, the PI reviewed and corrected the transcripts while listening to the audiotapes. The transcribed data were imported into the NVivo (v. 2.0; QSR International, 2002) software program to facilitate further analysis.
Data from this study were analyzed using two different methods. First, the data were analyzed using a loosely constructed a priori coding scheme based on the TPB, with codes related to behavioral, normative, and control beliefs. Coding in this manner follows the steps involved in instrument development as detailed by Ajzen and Fishbein (1980) and was done with the next phase of the larger study in mind. Given that few studies have been done specifically with African Americans, open coding analysis also was conducted. The qualitative expert, who had not participated in any of the focus groups and was not familiar with the TPB, used open coding to ensure that the data were not forced to conform to the preconceived theory coding and to allow the possibility that additional or alternative themes might be identified in the data. Independent coding schemes were developed using each method of analysis, and then identified themes were shared and discussed by team members. Discussions focused on whether the open coding themes could be interpreted within the broad theory concepts and whether the theory coding captured the full range of ideas expressed by the participants. The PI created logical arguments for why the data fit the theory, whereas the person who had done open coding furthered the analytical process by challenging why it did not fit. Discussions and analysis continued until agreement of themes was reached and the investigators were satisfied that the categorization and overall schema presented was the best fit for the data.
Trustworthiness of Findings
Procedures for meeting the four criteria for trustworthiness of data and findings were used (Lincoln & Guba, 1985) . Credibility was addressed by running focus groups until data saturation occurred. Peer debriefing was done to identify investigator biases that could influence the final conclusions. Dependability was established by using a wide range of participants, delineating the team members' role in the project, using the same data collection protocol with each focus group, and by the co-investigators reviewing and critiquing each other's analysis and interpretation of the data (Miles & Huberman, 1994) . Confirmability was established by an audit trail that included field notes, raw data in audiotapes, written transcripts, and detailed records of evolving coding schemes maintained within NVivo. Transferability was partially established by conducting external checks of the findings. Three African Americans not involved in the focus groups verified that the identified themes reflected their life experiences.
Findings
A review of the themes revealed some overlap between findings from the a priori theory coding and the open coding analysis. Although the a priori coding revealed themes consistent with the major TPB concepts of attitude, perceived behavioral control, and subjective norm, much of the data in each of these areas were not unique to African Americans and did not reflect the richness of what was said by the participants. A fuller perspective was obtained from the open coding and resulted in an additional, essential theme being identified: the circle of culture. The circle of culture is an overarching theme that provides a cultural and contextual perspective for understanding each of the TPB concepts within an African American sample.
Circle of Culture
The circle of culture is a metaphor representing the boundaries that enfold individuals within the traditions of the larger group, including traditions affecting hypertensive-preventive behaviors. The circle symbolizes ties that bind individuals within the African American community and provides boundaries for culturally acceptable behaviors. The circle also represents boundaries that separate insiders from outsiders, based on the degree to which they embrace their cultural heritage. Besides arising from thematic analysis, the insider/ outsider perspective also became apparent with linguistic analysis. Listening to the audiotapes revealed in-group tonal shifts, including a change in grammar use and voice-tone patterns to a more vernacular form when shared traditions (e.g., food choices) were being discussed (Smitherman, 1975) . These culturally shared norms put boundaries around the insiders and reinforced their sense of connection with the larger African American community. Within the circle of culture, three important subthemes were identified: "passed from generation to generation," "accountable" to others within the culture, and "acting different." Each of these themes will be discussed as it relates to concepts within the TPB.
Attitude
There are three component beliefs that form attitude: cognitive beliefs regarding causes and consequences of HTN, affective beliefs regarding the positive and negative feelings about engaging in HTN-preventive behaviors, and conative beliefs regarding commitment to actually performing those preventive behaviors (Ajzen, 1988) . Evaluation of cognitive beliefs indicated that diet (i.e., food choices) was the most commonly discussed cause of HTN, followed by "family patterns of poor eating habits" and "stressful lives." One or two people in each group mentioned obesity, physical inactivity, and smoking as possible causes of HTN, but none of these topics generated much discussion in any of the groups, and no connection was made between diet and obesity. Men introduced alcohol as a cause, but this received little attention in the women's groups. All groups verbalized that serious, negative consequences such as stroke, cardiac problems, kidney disease, and premature death would result if BP was not controlled. Participants in all groups held strong, positive beliefs that self-care measures can prevent and control HTN, resulting in people feeling better and living longer, healthier lives. Beliefs regarding strategies to prevent HTN focused on changing dietary patterns and reducing stress. Although common to all groups, the descriptions of "stressful lives" differed by socioeconomic status (SES). In the higher SES groups, two participants described the role of stress in this way:
Stress is normal for the life we live. We're stressed, we say everything really fast, we don't rest, we're just bombarded, and we don't take care of ourselves, it's how we live.
We live in a fast paced society, so people will quickly drive by fast food places on their way to the next thing, everything is so rush, rush . . . we don't take time for ourselves.
Participants with lower SES reported more stress based on exigencies of daily living. Lack of resources was a major source of stress that they believe affected blood pressure.
People go untreated, they know that they have it [high BP] and don't have the resources to get the medication or whatever they need, and they already stressed out because of lack of [money], so it just adds to the problem they already have.
We gotta learn how to deal with the stress that is causing it [high BP] . . . learn how to handle the problems and situations, instead of always worrying about what's always gonna be there, like bills and taxes, 'cause bills don't go away.
One father poignantly described the stress that comes from living in a poor, crime-ridden area:
I would have to say worry [is a major cause of HTN], because I have three girls, and there's really a lot of bad things in the world today with these school kids getting raped and stuff, and I hope that when I let my daughters go to school that nothin' happen to them. . . . If I got high BP, it would come from worrying. . . . I would worry about them a lot.
"Passed from generation to generation." Although participants had the cognitive awareness of behaviors necessary to prevent HTN and held positive beliefs that prevention was important, their commitment to engaging in those behaviors was strongly influenced by the circle of culture. The subtheme "passed from generation to generation" emerged as a powerful factor in attitude formation. Participants in each group expressed the belief that African American attitudes regarding health behaviors are strongly influenced by a collectively shared history that is passed from generation to generation. The two health-related areas most affected by this intergenerational connection are diet and trust in physicians.
There was a great deal of consensus that dietary choices and patterns of "poor eating" were "a problem in our culture." Dietary habits were seen as being passed down through generations of African Americans. This theme is summarized in one participant's statement:
We've been doin' it for so long, passed on from generation to generation to generation. We ain't taught to eat no baked fish, no salads, or nothin' like that. We brought up on pig's meat, greens, pork chops, all that type stuff. . . . So it's behavior, it's what we taught, what we know, generation to generation to generation passed down, that's my point.
A lack of trust in physicians and a reluctance to seek medical care are additional habits passed down in the community and were pervasive across all groups. Distrust of the health care system was based on personal and family experiences, as well as on care given to African Americans in general. The Tuskegee experiment, where Black men were denied treatment for syphilis so doctors could study the disease's progression (Jones, 1993) , was discussed in all groups.
I'll never forget Tuskegee! I've read about it and I'll never forget it. I think sometimes being an African American and knowing history like I do, there's some distrust [in physicians].
A lot of people don't like taking medicine, some people when they finally go to the doctor, don't trust the doctor anyway. Then there is so many tricks and tests and studies done on people. For example, the people that have the syphilis [referring to Tuskegee] and they remember things like that and it makes it hard for them to trust.
Although participants attributed greater distrust of physicians to older African Americans, this distrust was reported as having considerable influence on the health behaviors of their children and grandchildren. One woman expressed it in this way:
I think, too, with the older people, since they don't like to go to the doctor, it kind of instill superstition in the younger people. All of them [older folks] not wanting to go to the doctor because of how they've been done along the lines, they pass that along. I think that might be some of the reasons why they [younger folks] don't go.
The lack of trust in physicians also was discussed specifically in relation to attitudes about BP control. One participant raised the question, "Why would doctors want to keep [people] healthy? They wouldn't have a job then as far as high blood pressure goes." Participants then gave examples of patients being seen by so many different doctors and getting conflicting BP readings that it made them question their hypertensive diagnosis. Participants also expressed suspicions about physicians' motives for prescribing antihypertensive medications. As a result, participants described how many African Americans treat their BP based on the symptoms they felt, rather than following the prescribed medical regimen.
Perceived Behavioral Control
Although participants were knowledgeable about self-care strategies necessary to prevent HTN, discussion of control beliefs revealed few facilitators and focused more on barriers to engaging in those preventive behaviors. Barriers arising from within the individual were expressed in themes such as "change is hard," "habits are hard to break," and "stressful lives" make it difficult to do preventive self-care. External barriers also were identified, including commercials that encouraged poor eating habits, lack of free exercise facilities, cost of eating healthy foods, and lack of information about HTN prevention in the community. Differences based on SES were noted in the discussion of control beliefs. Participants having lower SES were more likely to focus on external barriers and stated a need for greater educational and health care resources in the community to make changes in their lives. Participants with upper SES were more likely to express the belief that individuals need to motivate themselves to change their behavior. These participants believed that there are sufficient resources available in the community but it was up to the individual to access and use those resources to improve their health. Economic differences also were noted when the role of God was discussed. The beliefs of persons with higher SES were summarized by one participant, who stated, "God entrusted this body to us, and if we abuse it then we suffer repercussions for the way we treat it." These participants saw prayer as a way to gain strength to make change and live a healthy lifestyle. This contrasts with a more fatalistic perspective espoused by participants with lower SES, as stated by one participant: "It's all in God's hands." "Accountable to each other." Within the circle of culture, the subtheme "accountable to each other" provides an expanded perspective for thinking about facilitators of behavioral change. In each of the focus groups, a sense of collectivism was expressed. Participants described the belief that African Americans have a responsibility to be their "brother's keepers" and to be accountable for helping others within their culture live more healthfully. Here are exemplars:
We are brothers and sisters and we have a sign up at home that says "It takes a village." Sometimes it takes you being accountable to each other to help each other change our habits.
"I am my brother's keeper." If that is true, if I know a person that's in crisis,
that have some kind of debilitating illness, and I know that they don't do right, I have to be that person that is going to help that other person and maybe they will help another person. Take it upon yourself to pass it on like that.
Participants also expressed the need to be accountable for the sake of the children. They identified that there's a crisis of obesity among the children "because of bad habits of their parents." Participants talked about the need for each adult to set an example for the children to follow. As one person stated, "You become a living testimony to those children that observe you . . . and they begin to ask questions and emulate you."
Subjective Norm
Questions regarding normative beliefs and the influence of subjective norms on HTN-preventive behaviors stimulated the most discussion in all of the focus groups. Normative beliefs focus on behavioral expectations of "important referents." In the literature, these important referents are often described as persons immediate to the individual (e.g., spouse, family, friends), but this does not capture the richness of the data expressed by participants in the current study. Although gender and socioeconomic differences were noted in the discussions about attitude and perceived behavioral control, no such differences were noted in discussions of subjective norms. Participants in all groups, regardless of gender or SES, discussed being part of an African American "culture." They expressed a connection born out of a collectively shared history that went beyond their immediate social network and bonded them with the larger social group. One participant captured this connectedness to the larger culture when he stated, "We basically are cousins; we come from the same family, you know." The circle of culture theme encompasses and expands the TPB concept of subjective norm by drawing attention to the influence of this larger social group on health behaviors of African Americans.
One powerful example of the influence of culture on health behaviors was given by a group of women who described a recent church-sponsored event. The event was specifically designed to raise heart health awareness among church members. Following the 2-mile walk, members participated in the concluding celebration that included a meal of fried chicken, macaroni and cheese, biscuits, and greens with ham. Thus, the diet is so embedded in cultural norms that even when trying to promote health, traditional rather than healthy foods are served. This example illustrates that for African Americans, many health behaviors are influenced by their larger culture. Unfortunately, that influence is often negative. Participants in all groups consistently described "social pressures" as the biggest deterrent stopping African Americans from engaging in those behaviors believed to control BP. Many participants described negative consequences if they tried to break cultural traditions and engage in preventive behaviors recommended by health care providers.
"Acting different." Data within the circle of culture subtheme of "acting different" captured an insider-versus-outsider way of looking at the world. Participants described the efforts of others to keep the individual within the circle, to not change the habits that have been passed from generation to generation. Many women described a lack of support as they tried to serve their family what professionals would call healthy foods. The lack of support included being called a "diet Nazi," being told they were "mean," and having family members refuse to come to their house for a party because "they don't like the way I eat, or if they come, they bring their own food." Participants described similar negative experiences of being seen as "acting different" by their family and friends when they changed behaviors other than their diets. Outside the family, it's like, "Who the heck is she? She gone all high and mighty? What's she gonna go change her lifestyle?" I used to weigh 400 pounds and they don't like me now [that I've lost weight]. They think, "She thinks she's this and that," and it goes on in my family, I have nothing but myself, really, they're going to think that anyway.
"Acting different" separated them from the group, moving them toward the outside of the circle of culture. The ultimate exclusion from the circle occurred when participants were considered to be "acting White." One participant described it this way:
If you start taking care of yourself and start doing something that's against the norm, people look at you funny, and you're ostracized. They say, "You start to be Caucasian. . . . You're acting White-you're acting White!" "Acting White" was seen as an insult, a derogatory label to be avoided. Fear of being seen as acting White was considered "prevalent to the point where it affects the choices that people make every day; it's pervasive through every aspect of our lives." Participants described this as a "huge" problem for African Americans, affecting everything that was being said about preventive self-care and "holding them back on so many levels," including health. Participants believed that many African Americans, to avoid being ostracized, will "stay on the level of their peers"-including engaging in behaviors they know are unhealthy-"even to the point of dying."
Acting White is definitely on the "outside" of the circle of culture, and participants described the feeling that family members want to pull the individual back inside the circle.
[Acting White] affects our culture so highly we got to deal with people that making us step up, and then we got people that are trying to pull you down from that same step up you're making. People in our families are steadily trying to pull you from that step, and they spread out from where you used to be this tight, now you're not this tight anymore.
As a result, tension is created for the person who has to choose between doing what they believe is best for their individual health or risking disrupting family and social harmony.
Discussion
Data from this study contribute to nursing knowledge in four areas: the HTN prevention beliefs of African Americans, the utility of the TPB in understanding HTN prevention self-care in African Americans, the influence of culture on health behaviors, and the role of community-level interventions in combating HTN.
HTN-Preventive Beliefs of African Americans
Data from this study provide important information about African Americans' beliefs related to HTN prevention. Culturally prescribed norms for diet and food preparation were seen as the overriding cause of HTN. Participants expressed little attention to the role of either obesity or exercise as causative factors. The contribution of diet to BP was related to food ingredients (e.g., salt, fats) rather than to weight and the effect of weight on BP. Exercise was rarely mentioned as a prevention strategy. There seemed to be little valuing of weight control or increased physical activity across all the groups as either a preventive or control strategy. The participants' focus on diet may reflect the most prominent health instructions they have received.
Leading "stressful lives" was viewed as a cause of HTN, as well as a barrier to engaging in preventive self-care. In groups with persons having higher SES, stress occurred due to busy lives from work and family commitments. Participants with lower SES reported stress related to more fundamental issues such as having the finances to meet basic needs. Despite the fact that stress was discussed as a significant concern, participants were unable to describe many strategies to relieve the stress. They just "lived with it," suggesting an important area for nursing intervention.
Theory of Planned Behavior
Data from the current study identified positive attitudes toward the need for HTN prevention. Cognitive beliefs indicated that participants knew that changing diet, increasing exercise, and reducing stress would control BP. Data also supported the effect of perceived behavioral control on actual behavior. Participants expressed beliefs reflecting both internal and external barriers to preventive behaviors that were similar to those expressed by African Americans in other studies (Gettleman & Winkleby, 2000; Plescia & Groblewski, 2004) . In previous studies with the TPB, subjective norm has demonstrated less predictive power than either attitude or perceived behavioral control in explaining African American health behaviors (Bowie et al., 2003; Hanson, 1999; Jennings-Dozier, 1999; Trost et al., 2002) . This lack of predictive power may be due to limitations in how subjective norm has been conceptualized and is one reason why two reviews of the TPB called for an expansion of the normative component of the theory (Armitage & Conner, 2001; Godin & Kok, 1996) . Although TPB is defined as the "perceived social pressure to engage or not engage in a behavior" (Ajzen, 2002) , most studies have limited discussion of "important referents" to individuals or groups close to the person, such as a spouse, teacher, doctor, or immediate family members. The most significant finding of the current study is the strong belief expressed by participants that they are connected to a broader African American culture that extends beyond their immediate social network. The TPB was developed to explain and predict an individual's behavior, but this study found that behavior of individual African Americans cannot be understood without recognizing that it is embedded within a larger circle of culture. These data present an expanded conceptualization of subjective norm, demonstrating the influence of culture on attitude formation and behavior.
Circle of Culture
The use of the circle of culture as a theme is consistent with work of scholars who find circle to be an important metaphor to describe family connection. One of the first uses of the circle metaphor was by the abolitionist Frederick Douglass, who saw the circle as representing a boundary that allows individuals to find a source of identity formation while offering a safe retreat from a hostile society. Later authors have suggested that the circle may prevent a member's individuation and growth (Dilworth- Anderson, Burton, & Klien, 2004) . Even those works, however, have discussed the circle as it relates to the immediate family. Data from the current study present a broader perspective whereby the circle is expanded to include participants' sense of "fictive kinship" or "collective identity" (Ogbu, 2004) .
Collective identity refers to a sense of belonging and a "we" feeling that develops through a series of shared collective experiences. Collective experiences of oppression and exploitation of African Americans have resulted in the development of a sense of a Black community that embodies their collective racial identity (Ogbu, 2004) . Collective identity is expressed through attitudes, beliefs, feelings, and behaviors, and in oppressed minorities it may be expressed as an "opposititional culture." Resistance or opposition is one response minorities may use for coping with demands and expectations that they behave like dominant group members. For some African Americans, this coping strategy has resulted in a resistance to acting White out of a fear of losing their Black cultural ways (Bergin & Cooks, 2002) . The influence of acting White has been studied extensively in relation to minority education and psychosocial adjustment but has received little attention in relation to health care.
Within the current study, the subtheme of acting White emerged in discussions surrounding the lack of trust in physicians. Despite the stated belief that physician care is needed to control BP, the overall attitude toward physicians was one of distrust, which resulted in lack of adherence to medical plans of care. Earlier work by Ajzen and Timko (1986) suggested that attitude toward physicians was too remote from action to predict behavior, but this may not be the case for African Americans who have been exposed to bias and prejudicial treatment when seeking health care (Benkert & Peters, 2005; Green, 1995; Peters, 2004; Smedley, Stith, & Nelson, 2002) . The participants in the current study discussed personal experiences, shared familial experiences, and the collective experience of the Tuskegee experiment (Jones, 1993) as examples of discrimination that have shaped their attitudes toward health care and health care providers. Research by Bowie and colleagues (2003) found that the predictive power of the TPB for African Americans was increased when a variable assessing lack of trust in providers was added to the model. Thus, attitude toward providers may be a larger predictor of health behaviors in African Americans than in other groups. Instead of adding an additional variable to the model, however, it may be more helpful to expand the concept of subjective norm to include the influence of collective identity on health-related attitude and behavior.
Acting White also emerged as a reason for African Americans' not following medical advice for HTN prevention. Beyond the issue of trust in physicians, participants thought that adhering to dietary, weight, and activity recommendations would be perceived by other African Americans as acting White, leaving their culture behind. Studies of academic and professional success have shown that African Americans who are considered to be acting White suffer sanctions, including accusations of being "Uncle Toms," personal humiliation, loss of friends, and loss of a sense of community (Ogbu, 2004) . Fear of similar sanctions may stop African Americans from engaging in recommended health behaviors. Participants in the current study believed that many African Americans, to avoid being criticized and ostracized, would not engage in preventive self-care, even if their usual behaviors were detrimental to their health. The subtheme of acting White may have particular importance for these participants as all of them lived in metropolitan Detroit, which is highly segregated and has strong racial polarization (Detroit Community Data Connection, 2004) . Further assessment of the transferability of this theme needs to be done in other parts of the country. Regardless of the geographic location, many African Americans will come to health care interactions with a sense of distrust, making it difficult for them to disclose their concerns, as well as making it difficult for them to accept suggested interventions from the provider. Understanding the influence of the circle of culture and a sense of collective identity has numerous implications for practice. Perhaps most pressing is the need to acknowledge and address the role of discrimination in health care as has been suggested by other studies (Benkert & Peters, 2005; Smedley et al., 2002) . Increased awareness of the patient/provider relationship and the possibility of an oppositional cultural response may be a critical first step in changing behavior necessary to achieve BP control.
Family and Community-Level Interventions
Another important practice implication arising from the circle of culture data is that individual-level interventions are most likely ineffective, especially as it relates to diet. Cultural expectations are so strong that individuals need a great deal of family and community support to be able to implement current recommended healthy practices. Subthemes within the circle of culture illustrate the difficulties faced by individual African Americans trying to engage in HTN-preventive self-care behaviors. Participants in the focus groups stated that they could use professional help in making changes. They especially wanted assistance to make culturally favored foods healthier but still palatable to family members. They also discussed the need for support from their social network and thought the church was an important place to begin making community-level changes. This suggestion is consistent with other studies of health promotion among African Americans (Oexmann et al., 2000; Plescia & Groblewski, 2004) . Church-based obesity interventions have achieved significant results in reducing obesity among African American women (Sbrocco et al., 2005) , and adding spiritual strategies to a traditional educational intervention improved nutritional intake and physical activity in another study of African American women (Yanek, Becker, Moy, Gittelsohn, & Koffman, 2001) . Although the concept of faith-based interventions is not new, there is scant research on the effectiveness of such programs (Peterson, Atwood, & Yates, 2002) . Further research is needed to determine if these and other types of community-level interventions are more effective than individual interventions in changing self-care behaviors among African Americans. Studies targeting other types of family and group interventions also are needed.
Conclusions
The results of this study add to the growing literature regarding the utility of the TPB in understanding preventive health behaviors. The TPB provides important information for understanding intra-and interpersonal factors underlying behavior. Findings from the current study enhance that understanding by demonstrating the power of the cultural context within which attitudes and behaviors are developed. This study is the first known to discuss the role of collective identity as a factor influencing health behaviors and attitudes toward health care providers. Data from the study also add to the literature regarding the patient/provider relationship. Based on participant responses, providers need to be more cognizant of the influence of cultural factors on individual behavior and more sensitive to the role of mistrust in adherence to the medical plan of care. Providers also should consider expanding their level of intervention to families and communities to improve HTN-preventive self-care among African Americans. Given the power of cultural norms, effective interventions targeting those norms and values need to be tested to determine if they can improve preventive behaviors and decrease the disparity in HTN outcomes.
